
 
 

           
               MEDICAL HISTORY FORM 

 
 
 
 

Please assist us by completing this form truthfully and to the best of your knowledge  
so that we can best plan your dental care and avoid any unnecessary personal health risks. 

 

Name: _________________________________________________  Birth date: _____________________________   Age:  _______  
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Is there any activity that your physician says you cannot do? ☐ Yes  ☐ No If yes: ___________________________________ 

Have you ever been hospitalized? ☐ Yes  ☐ No If yes: ___________________________________ 

Have you been advised by a medical provider that you need to 
take antibiotics prior to dental treatment? 

☐ Yes  ☐ No 
  

If yes: ___________________________________ 

Have you been advised by a medical provider that you should 
minimize or avoid epinephrine? 

☐ Yes  ☐ No  
  

If yes: ___________________________________ 
 

 Do you have, or have you ever had, any of the following conditions?   

HEART                                                                                                                        ☐ Yes  ☐ No VASCULAR / BLOOD                 ☐ Yes  ☐ No 

☐ Heart surgery   ☐ Heart murmur   ☐ High blood pressure  
☐ Coronary artery disease   ☐ Artificial heart valve / Valve repair   ☐ Low blood pressure   
☐ Chest pain /angina ☐ Irregular heartbeat   ☐ High cholesterol   
☐ Heart attack / MI   ☐ Pacemaker   ☐ Blood thinner  
☐ Congestive heart failure   ☐ Infective endocarditis   ☐ Bleeding disorder   
☐ Congenital heart defect   ☐ Other   ☐ Other   
   
NEUROLOGIC                             ☐ Yes  ☐ No KIDNEY / LIVER                          ☐ Yes  ☐ No LUNG / AIRWAY                         ☐ Yes  ☐ No 

☐ Stroke / TIA  ☐ Kidney disease  ☐ Asthma  
☐ Seizures   ☐ Kidney failure   ☐ COPD   
☐ Parkinson’s disease   ☐ Dialysis   ☐ Emphysema   
☐ Neuralgia  ☐ Hepatitis (A, B, C, autoimmune)  ☐ Shortness of breath  
☐ Fibromyalgia   ☐ Cirrhosis   ☐ Sleep apnea   
☐ Other   ☐ Other   ☐ Other   
   
ENDOCRINE / HORMONE          ☐ Yes  ☐ No DIGESTIVE TRACT                      ☐ Yes  ☐ No IMMUNOLOGIC                           ☐ Yes  ☐ No 

☐ Diabetes ☐ Acid reflux / heartburn  ☐ Rheumatoid arthritis   
☐ Hypothyroidism   ☐ Ulcers   ☐ Lupus erythematosis   
☐ Hyperthyroidism ☐ GI bleeding   ☐ Sjogren’s syndrome 
☐ Adrenal gland disorder/Addison’s disease  ☐ Colitis / Crohn’s disease  ☐ Immunosuppressive therapy  
☐ Gender hormone therapy   ☐ Irritable bowel syndrome   ☐ HIV + / AIDS   
☐ Other   ☐ Other   ☐ Other   
   
HEAD / NECK                              ☐ Yes  ☐ No MUSCULOSKELETAL                  ☐ Yes  ☐ No MENTAL HEALTH                       ☐ Yes  ☐ No 

☐ Injury to face / head / neck / jaws   ☐ Artificial joint  ☐ Anxiety  
☐ TMJ disorder ☐ Osteoporosis   ☐ Depression   
☐ Sinus trouble   ☐ Neck pain   ☐ Bipolar disorder   
☐ Headaches  ☐ Back pain  ☐ Eating disorder  
☐ Vertigo   ☐ Swollen ankles   ☐ Neurodevelopmental disorder   
☐ Cold sores / fever blisters   ☐ Other   ☐ Other   
☐ Other  
   
   

Do you have, or have you ever had, any form of cancer? ☐ Yes  ☐ No     If yes: _________________________________________ 

Do you have, or have you ever had, any conditions not 
already listed? 
 

☐ Yes  ☐ No     If yes: _________________________________________ 
 
 

Space to provide details of “YES” answers on next page à 
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Use this space to provide pertinent details of each of your conditions / surgeries. 
 

 SOCIAL HISTORY / HABITS 

Do you have, or have you ever had, any of the following habits (please indicate “Yes” for PAST or CURRENT): 

   Tobacco use ☐ Yes  ☐ No If yes: __________________________________________________________ 
   Marijuana use ☐ Yes  ☐ No If yes: __________________________________________________________ 
   Heavy alcohol / Alcoholism  ☐ Yes  ☐ No If yes: __________________________________________________________ 

   Other substance use ☐ Yes  ☐ No If yes: __________________________________________________________ 

   MEDICATIONS: Please list all medications that you are currently taking, including over-the-counter and herbal products.                                                                                                                   

Drug name:               Dose / Frequency:               Reason for taking: 

 

 ALLERGIES 

Do you have any known allergies or adverse reactions to any medications? 

     ☐ No known drug allergies     ☐ Penicillin    ☐ Sulfa drugs    ☐ Aspirin   

     ☐ Local anesthetic  ☐ Other (provide detail below)    

Are you allergic to any of the following materials? 

     ☐ No known substance allergies     ☐ Metal    ☐ Acrylic    ☐ Latex   

     ☐ Other (provide detail below)      

Please provide information about type of reaction and severity for any known allergies. 
Allergy to what:                  Type of reaction:                  Reaction severity: 

 

 BISPHOSPHONATE USE 

Have you ever taken antiresorptive medications 
to treat osteoporosis or other bone disease?                             

☐ Yes  ☐ No 
 

If yes: __________________________________________ 
 

These medications include: 
  Bisphosphonates:  alendronate (Fosamax), risedronate (Actonel, Atelvia), zoledronic acid (Zometa, Reclast), ibandronate (Boniva),  

                               pamidronate (Aredia), etidronate (Didronel) 
  RANK ligand inhibitors:  denosumab (Prolia, Xgeva), bevacizumab (Avastin, Mvasi) 
  Angiogenesis inhibitors:  romosozumab (Evenity), sorafenib (Nexavar), sunitinib (Sutent), cabozanitinib (Cometriq), everolimus (Afinitor, Zortress) 

 FOR WOMEN 

Please inform us if you are pregnant, trying to get pregnant, or breastfeeding at the time of any of your dental appointments.  
Some medications used in dentistry cross the placenta and breast milk and could affect the baby. 

   Trying to get pregnant                              ☐ Yes  ☐ No If yes: _________________________________________________________ 
   Pregnant                              ☐ Yes  ☐ No If yes: _________________________________________________________ 
   Breastfeeding / Pumping         
                      

☐ Yes  ☐ No    


